The paper from K Yamamoto about application of endoscopic submucosal dissection (ESD) to reduce an inappropriate flexure of the gastric conduit opens a new door. They used the extensive fibrotic scar following ESD to reduce the gastric lumen, subsequently straightening the gastric conduit. Until now, post-ESD fibrosis was considered as the most frequent adverse event (AE) leading to lumen stenosis, with incidence ranging between 68 % and 90 % after involving more than 50 % to 75 % of the esophageal circumference for instance [@JR1094-1] [@JR1094-2] [@JR1094-3] . The ability to prevent such an AE is still unclear despite several available tools such as steroids with or without local injections, repeated dilatations, epithelial cell sheet translation, and biodegradable stents [@JR1094-4] [@JR1094-5] [@JR1094-6] [@JR1094-7] . Systemic treatment with early oral steroids has been shown to be negative with gastric ESD [@JR1094-6] . No targeted pharmacological agents are available to decrease post-ESD fibrosis whereas biotherapy such as an anti-TNF agent exists for inflammatory diseases [@JR1094-6] . Other recent surgical endoscopic procedures may lead to extensive and stenotic stricture, complicating patient outcome and leading to a need for esophageal reconstruction OR endoscopic gastrojejunal anastomosis [@JR1094-8] [@JR1094-9] .

The goal of the Japanese team presented by Yamamoto K et al was to use the extensive fibrotic scar induced by ESD for healing an abnormal flexure of the intrathoracic stomach after esogastric anastomosis. In most cases, eating troubles following esogastric anastomosis are due to anastomotic stricture, transdiaphragmatic stenosis, injury of vagal nerve resulting in pyloric spasm and gastroparesia. In the reported case, it was due to a long flexure of the ascented stomach, which acted like a U-bend. The authors performed an 8 cm ESD of the normal contro-lateral gastric side to straighten the gastric conduit. Despite a perforation, 10 days later, a straight gastric conduit was demonstrated. Eighteen days later, the patient was eating and 35 days later, the patient was discharged from the hospital. Surgeons may argue that the 35-day hospital stay was very long, maybe longer than with uncomplicated surgery.

Healing approaches in this situation may be surgery or endoscopic alternatives such as suturing with overstitch suture devices, making a kind of sleeve gastroplasty. The authors chose to divert the fibrotic side effects of ESD to a positive result by stomach retraction. Such diverting of fibrotic adverse event after endoscopic mucosal resection (EMR) is under assessment with EMR of esogastric junction for treating gastroesophageal reflux in Japan with the so-called ARMS procedure [@JR1094-10] . However, even if gastric ESD is mainly performed by Japanese experts, it is a more and more widespread technique in the West with a good efficiency (98 % en bloc resection; 90  -- 94 % R0 rate) and low complication rate (perforation 1 -- 4 %) [@JR1094-11] . The example of this successful case added to an ARMS procedure or endoscopic antral plasty could lead one to wonder what could be in the future, new indications. Antireflux treatment is already under assessment with extended EMR of the esogastric junction, with promising results [@JR1094-10] . Endoscopic sleeve gastroplasty usually is done with overstitch devices with increasing success compared to surgical sleeve gastrectomy, but one might think that multiple extended ESD could be an alternative. Endoscopic management of symptomatic diverticulum (but with high risk of perforation) or rectocele associated with dyschezia also could interesting alternatives to surgery. Development of training models and animal experiments is required before this new endoscopic management will take off.
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